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Dislocation of the hip postericrly is often the result of considerable trauma being applied to the anterior aspect of the knee in the direction of the long axis of the femur xvhen the hip and knee joints are in a position of 90 degrees flexion. As a result of such a force the head of the femur is forced posteriorly and one of three injuries may be caused: (1) posterior dislocation without fracture; (2) posterior dislocation with fracture of the posterior xvall of acetabulum; (3) posterior dislocation with fracture of the head of the femur. A posterior dislocation with both of these fractures is very rare.
The posterior wvall of the acetabulum mav be comminuted but more commonly it is fractured off as a single piece which displaces posteriorly and superiorly with the head of the femur. By manipulative reduction of the dislocation it is hoped that the posterior acetabular fragment or fragments will be well reduced and will heal to form a bony buttress preventing re-dislocation. Unfortunately the fragment or fragments often remain in a displaced position after reduction of the dislocation and this is, not uncommonlv, an indication for open reduction, particularly in the case of a large, single fragment. If the head of the femur is involved, it is usually the inferior or anteroinferior one-third that is fractured in posterior dislocations of the hip. The head fragment may remain in the acetabulum where it mav or mav not be attached to the ligamentum teres, or the fragment mav displace out of the acetabulum where it is usually in poor relationship with the intact portion of the femoral head. By closed reduction of the dislocation the fragment may be reduced in verv good position. Open reduction of the fragment is the treatment of choice in certaini cases in which anatomical reposition is not obtained.
Fracture dislocations of the hip are often associated with severe complications. Too often avascular necrosis of the femoral head or traumatic arthritis or both occur and a poor result is obtained. For this reason a definite prognosis should not be given until at least five years have elapsed from the time of injury. The sciatic nerve may be seriously involved with resultant paralysis of varying degree.
[Eight cases of fracture-dislocations of the hip were presented with the aid of lantern slides and the difficulties of treatment and the early results were discussed.]
As in all intra-articular fractures, anatomical reduction of the fragments should be obtained, if possible, so that the frequency of traumatic arthritis is reduced to a minimum.
Operative reduction is indicated when the dislocation is irreducible by conservative methods; when a large acetabular fragment does not reduce very well as the hip is reduced; when a fragment of the acetabular wall displaces into the acetabulum; and when, in fractures of the head, the fragment is not reduced anatomically. Dislocations complicated by fractures of the shaft of the femur often necessitate open reduction.
The complication of avascular necrosis of the femoral head remains an unsolved problem. Early gentle reduction of the fracture-dislocation and adequate immobilization of the hip during the stage of revascularization may reduce the incidence of this complicatioin. In case of open reduction the operator should be ever mindful of this complication and should strive to minimize further destruction of vessels supplving the femoral head and bone fragments. If necrosis develops it is probably best to delay weight-bearing until the dead bone has been replaced by living bone. Otherwise the weakened necrotic bone mav be crushed by the body-weight with marked deformity of the femoral head resulting. Even if there is freedom from weight-bearing degenerative arthritis develops in a large percentage of cases because of the imperfect regeneration of fibro-cartilage covering the head.
In cases complicated by traumatic arthritis or bv avascular necrosis with degenerative arthritis and in the late, unreduced cases, vitallium cup arthroplasty as described by Smith-Petersen offers a good chance for a favourable result.
